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Abstract
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Rothman, 1973). The advent of systems theory and family therapy brought new conceptualizations which
added 1 the dynamics of interpersonal relationships to the intrapsychic behavioral modes, challenging
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As the function of residential child care shifted from
orphanages to treatment facilities, the attitudes toward
parental involvement also changed.

Parents were no longer

viewed as interruptive, and the parent-child emotional bond
was recognized as superseding physical separation (Simmons,
Gumpert

&

Rothman, 1973).

The advent of systems theory and

family therapy brought new conceptualizations which added
the dynamics of interpersonal relationships to the intrapsychic
behavioral modes, challenging child care professionals to
integrate these theories into treatment programs.
The purpose of this paper was to cite a rationale to
support parental involvement in residential care, explore
reasons such facilities are slow to adopt practices which
involve parents, and report ways current literature suggest
parents could become more involved with the out-of-home
treatment programming of their children.
Rationale for Parental Involvement
Philosophically, the goals of residential child care
have shifted over the past forty years from providing long
term substitute parenting of children to giving temporary
respite care coupled with services designed to help restore
and reunite families (Carlo, 1985; Garland, 1987).

There

has been a progression in practice from the exclusion of
parents, who in the 1940's were viewed as harmful influences
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and problems to be endured, to including them in the treatment
process in the 1950's and 60's, recognizing parents as
potential assets in the work with their children (Letulle,
1979; Magnus, 1974).

Prejudices and punitive attitudes once

condemned natural parents of children in group care as
providing an inadequate upbringing, but since the 1960 1 s
treatment models have become less judgmental and segregating
of parents (Carlo, 1985).
More recent viewpoints see parental involvement in
residential care as imperative.

Research validates that

increased family involvement leads to lower recidivism and
more effective therapeutic gain.

According to Stewart (1984),

and Carlo (1985), the participation of the family is a key
factor in the child's functioning both during placement and
following discharge.

Carlo stated that "child care programs

without parental involvement are unlikely to effect lasting
change" (p. 163).

Magnus (1974) similarly believed that

"the more parental participation that takes place in treatment,
the greater are our chances for success" (p. 25).

DeSalvatore

and Rosenman (1986) concurred that models with an
individualized intrapsychic orientation emphasizing the
identified patient more than the interventions with parents,
observed changes in behavior while in treatment which reverted
to previous behaviors upon returning home.

While many programs
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are still strongly oriented toward individualized approaches,
increasingly those who work with troubled children have adopted
a systemic viewpoint which perceives the problems as residing
within the child's ecological system (Robinson & Robinson,
1979).

This shift in focus from intrapersonal to interpersonal

considerations have resulted in a movement from strictly
individualized programs to ones which include components of
family therapy (Koret, 1973).
In addition to theoretical support for a system approach,
there is a legal rationale for family work in residential
care.

PL 96-272, the Adoption Assistance and Child Welfare

Act of 1980, presented a national standard of child welfare
which clearly mandated services which have a goal of
reunification, rehabilitation and remediation to separated
families and children (Carlo, 1985).
Adopting this decidedly different theoretical perspective
has great implication to the way residents' parents are viewed
and treated by agency staff.

But as Simmons, Gumpert and

Rothman (1973) and Robinson and Robinson (1979) suggested,
changes in agency program, policies and practices do not
always keep step with changes in professional conceptions.
Practice Lags Behind Theory
While professionals generally agree on the need, Whittaker
(1981) pointed out a gap in existing services as evidenced
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in the relative lack of literature on parental participation
in residential care, and described family work as an
"underdeveloped area" (p. 70).

Van Hagen (1983) and Jones

(1985) spoke to the absence of a specific theoretical model
to guide practitioners in working with children and their
families.

A family-systems perspective is generally supported,

but the very practice of placing a child out of the home
solidifies the role of the identified patient, contradicting
a systemic approach.
Another factor is that, still today, as in the past,
agency staff sometimes continue to judge parents as incompetent
and unmotivated, and assign blame.

They assume physical and

emotional parental functions, and operate as if protecting
children from their parents.

Brendtro (1985) ascribed these

attitudes both as "conscious and unconscious" (p. 14), and
cited examples of agency policies which serve to separate
children and families.

Human values and attitudes are slow

to change.
In their discussion of limiting factors, both LeCroy
(1984) and Carlo (1985) referred to Whittaker's (1981) four
barriers to parental involvement in residential programs.
These are:
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1.

Economic disincentives (funding sources rarely pay

for family work, and such work is expensive and
non-reimbursable);
2.

Geographic isolation (many agencies are rural and,

therefore, inaccessible and expensive for families'
transportation);

3.

Sociocultural differences (between therapists and

clients in regards to goals, values, class, life experiences
and ethnicity, may act as barriers); and
4.

Limited definition of parental involvement

(assumptions of family pathology presents family therapy
models at the exclusion of a host of other educative and
supportive approaches).
One final way to examine a practice gap is to address
the issue of parental reluctance toward involvement.

Parents

have been fearful of entering into a relationship with agency
staff lest they be judged or criticized.

They often have

tried to alter their child's behavior in the past and failed,
feeling helpless, frustrated and defeated.

They are afraid

they'll experience more failure yet, and are reluctant to
let go of current coping patterns and defenses.

Also,

overwhelming life circumstances have often contributed to
the problems and are still present, such as "family
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disorganization, absence of a parent, inadequate finances,
poor health and legal difficulties" (Whittaker, 1981, p. 72).
Biddle (1978) also spoke to family-related obstacles to
parental involvement, reframing resistance as a way of seeking
resolution by identifying one member as ill, and describing
a common phenomenon of family withdrawal after the member had
been placed.

The reduction of anxiety and sense of relief

following placement reinforces the withdrawal from
participation.
Ways to Involve Parents
Jones (1985) had a unique way of conceptualizing family
involvement by describing a four stage model.

It bridged

psychoanalytic and family systems theory by object relations
theory, which explained children's acting out behavior as
fulfilling unconscious parental fantasies and expectations.
This interactive process became a focus of treatment
progressively throughout these four stages:

(1) alliance and

assessment, which focused on building a trusting bond while
maintaining family anxiety; (2) educational/socialization
focus, where assessments are shared cognitively, and focus
is placed on parenting and communication skills; (3) focus
on relationship, the working through phase which cautiously
introduces structural family therapy techniques; and
(4) reintegration of the family, which attempts to maintain
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the structural and interactional changes in the family's home
settings.

Jones stressed individualized application of this

model, and stated stage three could be omitted with rigid,
resistive families who could still experience benefit from
treatment.
While there tends to be support for parental involvement
in residential care, there does not appear to be much consensus
regarding the best way to accomplish it.

Opinions run the

continuum from complete to limited involvement, and a variety
of specific approaches are recommended in the literature
(Lecroy, 1984).
Recurring methods have been summarized under the following
major categories:

parent discussion groups, parent

education/training, involvement in the milieu, family therapy,
and other attempts to involve families.
Parent Discussion Groups
Parenting calls upon skills few people are taught, but
learn through trial and error, with feedback and support
from helping networks of friends and family.

Families whose

children are in foster care have had natural helping networks,
but these may have been unidentified and underutilized (Carlo,
1985).
Agencies can mobilize a helping network by organizing
parent discussion or support groups.

"Parents are the greatest
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single untapped resource in residential care" and "are often
the best 'experts' on their troubled children" (Whittaker,
1981, pp. 73, 74).
Van Hagen (1983) proposed monthly parent groups, while
Magnus (1974) and Carlo (1985) recommended weekly gatherings
to talk about subjects of general interest, parents'
contributions and mistakes, how they coped with their troubled
child, and reactions to staff policies.
Orientation meetings can acquaint parent groups with
information about rules and procedures, allow early
participation, and build networks to support and socialize
(Stewart, 1984).
Agency contributions include:

organizing groups,

providing a meeting place, expertise in staff leadership,
refreshments, and child care for siblings during group meetings
(Whittaker, 1981).
Parent Education /Training
Many parents lack basic parenting skills or do not know
how to use the skills they have.

Research has shown a direct

correlation between parental child rearing practices and
behavior disorders in children.

Studies also demonstrate

that parents can be taught to effectively deal with their
children's behavior disorders (Robinson & Robinson, 1979).
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Often parent education must begin at an elementary level and
be tailored to the needs of the group (Magnus, 1974).
There is an abundance of material on parenting available,
and the media regularly serializes current popular approaches
to child rearing.

This leads to information overload, both

to the parent and the professional (Whittaker, 1981).
Suggested topics for instruction may include:

practical

parenting, communication, limit setting and discipline, reward
systems, self-esteem and play (DeSalvatore & Rosenman, 1986);
social learning theory and basics of child management (Robinson

& Robinson, 1979); effective communication, monitoring and
managing disruptive behavior, play and activities, sexual
awareness, sibling rivalry, and the development of
responsibility and discipline (Whittaker, 1981).

Carlo (1985)

listed models for parent education, such as Dinkmeyer and
McKay's 1976 program developed from Adlerian psychology
emphasizing cooperative behavior and natural and logical
consequences; Gordon's 1970 communication model stressed "I"
messages, active listening, reflective listening, and problem
solving; and Ginott's 1965 writings which addressed the
problems of impeded communications between parents and
children, love, fairness and sibling rivalry.

Carlo also

stressed that in addition to "cook book" formulas, agencies
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may pull from the staffs' resources from their daily
experiences within the work units (1985, p. 167).
Techniques which work effectively for parent
education/training include:

lecture, group discussion, role

play, behavioral rehearsals, and helping parents implement
the concepts with their children (Robinson & Robinson, 1979).
Parents of troubled adolescents are not always able to
undo their parenting, and may need help more in "weathering
the storm of adolescence and preparing themselves and their
teenager for emancipation" (Whittaker, 1981, p. 76).

Robinson

and Robinson (1979) reminded, however, that education can help
parents be more effective with younger siblings.
Six criteria were recommended by Whittaker (1981) when
developing parent education programs.

These included:

cultural relatedness (education harmonious with ethnic, class
and cultural goals and values); situation specificity
(techniques that work in the childrens' home environments);
social validity (areas targeted that provide the greatest
stress to parents); individualization (concepts selected
from needs assessments, and support and encouragement given
for applying new skills); content (variety of topics and
formats); and context (parental practice in the milieu with
immediate staff feedback).

11

Involvement in the Milieu
A more progressive method than merely supporting and
educating parents is to invite them into the life space of
the residential center.

Models run a continuum from ones

where entire families live in the center, which are often
undesirable due to constraints of facilities, budget or family
commitments (Garland, 1987), to models which allow unlimited
access (Kemp, 1971; Simmons, Gumpert, & Rothman, 1973), to
those which require a specified period of time visiting in
the unit.

An early model written about in 1971, limits intake

to families within eighty miles distance who commit to a
minimum of six hours a week in the milieu (Kemp, 1971).
Magnus (1974) proposed involving parents in the living units
after school hours and on weekends, with rooms available for
overnights.

Littauer (1980) described a program where families

contract at intake to spend a designated time in the unit,
usually weekly, some overnight and some for extended periods
of time.

Garland (1987) held that models in which parents

maintain separate residence, but are involved significantly
in their children's daily lives hold much promise.
The goals of including parents in the milieu are, first,
for staff to role model parenting skills during the daily
routine; including meals, chores, homework, recreation,
learning general rules and reasons for exceptions, and handling
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crisis; with the objective of parents generalizing from the
agency to their home setting.

Secondly, in such a laboratory

setting, parents can apply concepts taught in parenting
classes, develop and practice new skills with immediate
feedback and encouragement from staff, and discuss what
happened afterward.

Magnus (1974) proposed that as soon as

possible, parents should assume full responsibility, including
discipline.

The parents themselves, often socially isolated,

are sometimes the ones who need nurture and support (Littauer,
1980; Whittaker, 1981).
Kagan (1983) explained the dynamics of families with
acting out children as the child having assumed too much
power, prohibiting normal emotional maturity and emancipation.
He advocated for programs which help the parent again take
charge by practicing in the milieu, utilizing family strengths,
and the use of redefinition, paradox and assignments.
Disagreement occurs in the literature about who best
can teach parents in the life space, the professional or the
direct care staff.

While Robinson and Robinson (1979)

maintained that family services by direct care staff would
be piecemeal and therefore not effective, other authors
supported joint efforts between social worker and child care
staff (Finkelstein, 1974; Garland, 1987; Kemp, 1971; Littauer,
1980; Magnus, 1974; Simmons, Gumpert, & Rothman, 1973;
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Whittaker, 1981), some with strong arguments for using child
care staff as primary agents.

They and the parents have a

common bond with the children.

Child care workers are

available at all hours, and are less threatening to parents
(Littauer, 1980).

The milieu approach moves the child care

worker out of the competitor role and into the roles of coach,
supporter and trainer (Garland, 1987).
In addition to normal daily life, parents may participate
in special activities and work projects, such as group
entertainments and parties, field trips, painting facilities,
and family camping (Carlo, 1985; DeSalvatore & Rosenman, 1986;
Garland, 1987).

These provide opportunities for adults and

children to learn to have fun together.
Family Therapy
"Family therapy provides conceptual models for
understanding the systems within which people function and a
set of techniques for restructuring those systems" (Biddle,
1978, p. 43).

Family treatment programs based on a systems

and problem-solving model have received empirical support,
according to Lecroy (1984).

Systemic orientations change

the client from the child to the family, and calls for a
shift in approaches (Van Hagen, 1983).
At intake, the problem is redefined as a family problem,
and the entire family is often required to make a commitment
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in programs which utilize family therapy approaches.

They

contend that homeostasis must be disrupted, and a change in
any one family member creates change in one or all of the
others (Koret, 1973).

Structural models received the most

support, emphasizing hierarchy, roles and patterns of
relationships, styles of communication, mechanisms of conflict
resolution, and other interactional conceptions of behavior.
Family therapy approaches often utilize early assessments
of family interactions, either at the agency or in the home
community, reframing the problem, and identifying and utilizing
family strength rather than weakness.

Family therapy models

reinforce keeping the parents responsible for their children
by not abdicating their decision making.

This returns power

to the parents, probably assumed by the child by his acting
out behavior (Finkelstein, 1974).

Helping parents take charge

allows youth to grow up so they can leave home (Kagan, 1983).
Koret (1973) specifically recommended use of family
therapy at intake, during crisis intervention, and six months
prior to termination.
Weisfeld and Laser (1977) supported the use of family
therapy in residential settings, and spoke specifically to
its implication with divorced parents.

They advocated for

requiring divorced parents to participate together in family
therapy, emphasizing the need to focus on manifestations of
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the prior destructive relationship and its effects on the
child currently.
Multifamily group work was a mode of preference with
delinquent youth, as it was time efficient, less threatening,
and flexible (Millard & McLagan, 1972).

Combinations of

teens and parents, other family members and subgroups were
utilized as needed.
Other Attempts to Involve Families
Sincere involvement of parents in residential care might
expand beyond application to their own family treatment.
Parents could be included in staff meetings addressing the
planning of changes in the agency, parent organizations which
can be represented in the agency's decision making, or serve
as public speakers representing the agency (Garland, 1987).
Parental involvement could be expanded to include citizen
lobby groups advocating for legislative action (LeCroy, 1984;
Whittaker, 1981).

Finally, they could be recruited as

volunteers for the agency (Whittaker, 1981), and even serving
on the boards of private welfare agencies.

This would allow

their needs, reflective of their socio-economic, ethnic and
cultural backgrounds, to become more fully known and addressed
(Carlo, 1985).
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Conclusions
From this review of literature it is evident that a
theoretical and philosophical shift has occurred the past
forty years which supports the involvement of parents in the
treatment process.

A new focus in interpersonal and ecological

interactions over intrapsychic orientations suggest the client
of residential facilities should become the family rather
than the placed child.

Empirical evidence and public law

further support this direction.
Child care professionals are slow to integrate this
philosophy into practice.

This is explained, in part, by an

absence of a specific theoretical model for family work,
outdated prejudicial attitudes and values toward client
families, economic and geographic limitations, and parental
resistance.
In spite of these hurdles, a review of the literature
produced a variety of ways agencies have begun to close the
gap between theory and practice.

These include supportive

and educative opportunities for parents, inviting them into
cottage life space, family counseling and therapy options,
and giving input into policy revision both within and outside
the agency.
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